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CLINICAL PEDIATRICS 



History 



Personal history: <^M <^ jc- <^±*\* jjjS^I Ul tdlU. > °j< 

• Name, Sex, Age, Address 

• Order between sibs, Consanguinity 



Complaint :( ± Duration): one C/O only in patient's own words (the main 



symptoms that necessitate medical consultation). 



Present history): 



Analysis of C/O : 

- Onset: sudden, acute, gradual, insidious 

- Course: progressive, regressive, stationary 
Duration 

DP of the complaint 

Clinical picture of the suspected disease 

-Of the cause 

-Of the disease 

-Of complication 

Other symptoms of same system 

Other symptoms of other systems(DD) 

Investigations- treatment 



Past history 



1. Perinatal history: 



.Prenatal: Rash-fever -exposure to radiation or drug or x-ray procedures - 
Maternal illness as diabetes, toxemia, hypertension, bleeding. 

Natal;. Duration of pregnancy-site &type of labor- obstructed labor -delayed cry 
-color after delivery -incubation 

j— -I "Ujl (jA-^kljl Vj u_>J L° Uj' ^-J f *- ^jjj! Loj ^.'j.'" AJLi. .SjVjjI *-LjjI T^L j' ' - d '^ ' " " <_s' l^J-ii-l 
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Postnatal.:, convulsions, respiratory difficulty, bleeding, jaundice, cyanosis, pallor 
fever, sepsis, trauma, infection or vomiting 



2. Developmental history 



Motor ^development: head support -Sitting -standing & walking 

AjoJ Vj ^ "1 «j I^J ■ °»j dusl - oii.ljl J*5 cs^- ' -t^- ' ^-MU ' . a 



Mental development: Social smile -speech 




L5 lal aKll lAJ "t^al ^J*^ '-^ 


...il'lll "J 1 M 



3. Nutritional history 

• Type of feeding (breast or bottle), amount/feed, number of feeds/day 
and the concentration of milk and how taken. 

<_gl jl ^» . :-jll ^_g j^"^ -<j ■ '—j'l ja ajoi »l£ -^-Ly "r»j^ ^ A " ' a J r»^<< ^ r ' *'* a j^ 

• Weaning 

4j| jl A1lo£ j -4jI <j£l JtkLj-^-lal 4jjIA? j»Uaill 

• Supplementation^^ jl ^^tL^I jllI 

4. Vaccination: B.C.G. vaccine (at birth), oral poliomyelitis, D.P.T. and 
hepatitis B vaccine (at 2, 4 and 6 months), measles vaccine (at 9 months), 
MMR(ati5 months) 

5. Previous infections, significant illness, trauma, operations 

AjjL^. (_gl jl (JljuLttC (_gl <_>ac. Liuijlgij jl jj^jl (ya ^Ijtjl i"<Sj (_g| ^i j_)a tjxsjxs i . "»" <_gl s^Jc 

6. Family history 

Parents: consanguinity. 
Siblings: any similar illness, 
family: any similar illness 
Significant events ->abortion. 



dlji.VI j^i -aLxJI ^ a^jLLs dVl^- ^ji .' J ^jj tlyjj iJ ^*'j.' *Mj^ cs^ 
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V.S.D Sheet 



■ Complaint: Shortness oj [breath - Recurrent _ chest infection 

■ Analysis of complain 



£)±jQjui ja£- .lie dAjLj-llYl CjIjj j_jI.ii • 



JaUU CiLti IJLa — Q^aljcV tgA La — L-iLplYI O-^a La • 

S^a al£ jj^"" daLjLg-SlVt oJA CliJl£ Ja • 



■ DP of chest infection 



■ Clinical Picture of the disease 



Lt Side heart failure 



jL^J sAic Ja 

\?fi ? * Uj^ lj.fi*' "•^ c - J* — \j(S ? " A- ' ; w "j.' J* — AcL_ia^>jl *-a ^C-^-ilJ Ja 

dll-la a JJC. L>° j»L jJ L)W^J AJAa^j Ja 

o.ii.lj o^a (_>iajVI >J ' t *- *~ ° . .i j j 4^. j J Aiiajj Ja 
ajli^i t __lc Aijij AilaJJ (JA 



Rt Side heart failure 



jjjJl ^ ^lilJl — jjsJl ,^3 jljL-al -tjiajSl yj £li33l — ijVjVI ^J <»jjJ a?-jJ Ja • 



Complications 

• lnfect]veenjiqcqr_ditis, 

• F_qil_u_re_t_q thrive 
Investigations & ttt 



ilA 



•^ lull — (_5^i^ TtaJa — j-a^.1 J^oJ — o^aluba ojl^a. • 

diL -»j-».«- (j^a diLti liLa • 
?4-}LaC AJ -*j-.i Ja Jikll oikl (till jr!i\jeJl jA La • 
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Fallot Sheet 



Complaint: [Cyanosis 



Analysis of the complaint: 

JJJAJ jl£ JA JJtIj jjljl '"^ L5^° * 

La] Ajj <LLtt«Jj dj£j Aj) jl j «1 1 im C±jl£j ^.'JT-j; (jl£ ^^iil Ajjj oJjAui (jlSjj dilj^J jEL^ JA • 

••**■ (Jjjti 

j j jj Lai (j-oi jlij jl£ <Ja • 

?(j J jj LaJ 1 . *-j. ^.-^ — u^ ?• fi *' j J?' J.' U^ <-J* * 

r- jAl jl Ajlc. ^s^oij jl ^luilu Ajli'iill jl^jjjl <*--a ij^ (JA • 

Clinical picture & complication -> 

• Heart failure_[left_&_rightl &_chest_ injection _ _ _ £XX)_ _ 

"J'J^-J Aj^Sj j**-^ J Jt'J.' JA 
r^J.'J (jj''^ a r»J^ L>a ^^ ■ -"J.' JA — '"'I ^a a JJC. (j-a aUj ' °J»J # ' (JA 

diiiijl Ajjajj ' " ' "J J **.;'?■ J Sj-a (JA 
CjLiAijjj Jjill *^a ' °jj'j usj\ ^k I J-aa. *jij *-a A_Jlc a jl J^ A.UC- '"'J(j a (JA 



• BrAiD_abscess^thrombgembpJLsm 

i -(1 ■%,*<■** jl a1^.j jl Ar.ljj ,_a a£j^JI (_a ' »« i b aJ '*< i-- ja • 

Investigation & treatment: 

?? s ji^Lu1I jr^Jl ja IJLa • 

??AjlaxJl J-a*J -J°J'" ^^i-a • 
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RHD Sheet 



■ Complaint: Chest Infection or Syncope 

■ ANALYSIS OF THE COMPLAINT: 

Ajialmj (jl£ <JA — ^J"^ " — <LaJjia dljl£ <_)A — £>.ii.lj o^a IfrlS du^lll <_)A — (J.^iU^'l ^^-A La 

■ Rest of the clinical picture & complications: 

• Carditis 



Rt_ Side heart failure 






Lt_Sid_e_ heart failure 



(Jail jl) AcLjajll ^a (JJC-J j'^M-^ U^' ^J^ J* 
^aluLa f»*-4j 4^£ — ij» a ail (JJJ j_^S 4 ,'J" ' -* 

(aJ TcS aj^sC.) 

_J» i iall ^^JC A^aiji .AJC (jLa^J jl _j fl'i nl « ^jLa^j -l^jJ (J* 

ajl^i.j *3tLj A^Sj j L all ^^Jc dlLllfrlul i*t^-«, Ja 

■ . '"» ^^Jc Aijijjl <LkjJ '*' i-»-j (JA 

chorea ^j jl ■^■j jl Jim ^] ls* 'SP'jJ V a£j^. aJ liii^a. Ja 
erythema marginatum^-^ ^= °j^> ^ j*^> (J* 
Infective endocarditis^?-^ j j^ Jjj t- "j'j^ j^W- J* 
• If there is £dem_q->ask about other causes of edema 
Investigations & ttt 

in details^^j^ t> cJ»i iil* 
in detailsJ^I »^' <_£^l £^*Jl ja La 



www.MedadTeam.org 



NMTn 



CLINICAL PEDIATRICS 



Rickets Sheet 



Complaint: . Chest lnfectjpns : Delgyed Motor. Development. _ 

Analysis of complaint : 

Motor development^^] • 
DP of Delayed Motor Development 



Clinical picture of the disease: 

> C.P_ofthe_C_auses:_ 

Acl i>tj]I *-a <_j£l ^L^ dll^J (JA t _cilt-a al -iiU jjjajjj 

> C.P_o£the_Di_sea_se± 

**J ■ JJ ^i^ i_s^ 1>"J^ "^Jd U* 

^ C.P_ofCpmpiicat[o_ns_:_ 

?Clil«i IJLaA jl^^j A^£ j ajli^i ^^Ic dibLjllI jCL^ <JA 

i"^j,X"l s jj1 jl <Lk.j (JA 

lilLubal a •>*«*■ (JA 

dlLti I JLa — 1 * K.T. La — CjL>iu3 jliL^ (JA 

^ Exj:Jude_Npn_Nutritional_ Rickets, 

jJaJb r-Uljlj ajl^^j Ua 11 j (jJ«Jb Ijq.^i jlib^ (JA 
AjJ^aJa SjJS (j-a (j^s j\^s <jbj-uij a^jc <_)A 

• Investigation & treatment: 

in detailsW^- ^ cAj^j=j&\ ^La 
in details"^ ^ £^*Jl ja La 
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Down syndrome Sheet 



Complaint: Delayed Motor/Mental Development + Repeated Chest Infections 

(J"j'^ II jl fm mall j_^3 ^ykLLa • 

Analysis of Complaint : (Onset - Course - Duration) 
> Mentgh. 

■ U.J CS^° — Ajullj L_lL-aj I^J ^^JLa • 



Rest of Clinical picture: 

> Motor 

> Measures: 



OJ'' "" I^J LS-^° * 

^gJaj Sj-aj (jl 4juiLsl Vj (J^J^ J.'*'' J.' • 
jljaUnb r- jiLa <iiaJ (JA • 



> Features: 



> Chest: 



> Heart: 



> DM: 



4jlja.l (jc A " A a "^ " L)' '"'^^V Ja 



TdlLtl I JLa? ajl^a. j *iLj A^£ j sjAt-g ^^Jc dAAfrllll <*'j^j; (JA 



( jjij^a (Jala Jj) ?AcLia^>]l «^a AjAui (JjjC — (jl a g j AilaJJ (JA • 
(jjjjS (Jala jl) ? 'jj^ all (jij j_i Ajjt i .-ij — (jl a g *' AiliLdJ (JA • 

a^jJa >j f" J^ L^ ? & '' J^J.' (J* • 



jjj£ 4-La i— IjiVmj — jj"^ uj/'J U* • 
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> Leukemia: 



aj (Jli r"l"^lj ' °jj'j tS . r J "j'-J^ j . o* 



Investigations & ttt: 



-(X-ray - Echo - Karyotyping) 



?4j] dlL^a j^i AJ ^^iLaC 



?jr!^r. ^.Uj Ja • 
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Hydrocephalus sheet 



■ Complaint: Progressive increase in the head circumference since birth 

■ Analysis of the Complaint : Onset, Course & Duration 

Jj jh AjoJ l^il ^^ila^V (Ja • 
jjVI ^"^ Ajjlj 4-ulj dill jLa JA • 

■ Clinical Picture of the disease: 

> C/P.Qftbe_Cause:_ 

-Here we need Perinatal history in General sheet 

■S J' °j* ClJjajl jl Jaliul i'wI'-vI JA — 4)n^i sjVjjl C±jl£ (JA • 

J^aJl ^gi <_£.}La. ftiL lilAic jl£ (Ja • 
ajlg-Ul CjSj i—S^iu (jl£ (JA — lilia *JSj jilajl (JA o^Vjil -}*J • 

> Q/P-Q£the_Diseasei 

1. Bulbar 

Acl *>\j\ (_a lillo (J J '"'J.' (JA • 
*j •>■ a '**■ CjIjI^jjIj ' . '^ ■ -*J (JA • 

2. Pa rises 

l_jiiJj£ ^J'T- Jj 4j^) J^J.' u* • 
4 ajjia ' '.V--^ *■ ^j| i-iU-^y Ja • 

Sji.tia (mental development) Sj^li«(motor development) • 

■ Investigation &ttt: 

?l JLaJj Iajjjxj aJ (JA — (Al^aj) ■ '^j jA JA ?Aj] Aj] jLaC • 



Perinatal & developmental 6^ ^ 
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Cerebral palsy sheet 



Complaint: Delayed Motor develop m ent t . Convulsions & Chest infection 

(JibttjSijld i j ±i tall )J ''*- djljl $111 I g-ImlLu I ^ iiin'l I (JjjjiaJl ^ ^klxa • 

Analysis of the Complaint : Onset - Course - Duration 



■ C.P of the disease : 

> C.P_ofthe_Cause:_ 



cAjL s^Vjll ??d^ 1 iL. 



Wsj^U* i^jW juu t5 £jj ^J (Jikll Ja- 



??<Ki 



a lie. < y 



lijl£ 57 V^ L<" 



£J^ ^J" 



> C.P_ofthe_Di_sea_se 
1. Paral 



2. Motor: 



(with increased tone)<^^ ^jVjj <rt) u! <-^V Ja • 

(V) U.J — 4jluIj ' .'■■ *-j; (J* • 



3. Associations; 

-Convulsions: 

-Deafness & Blindness: 

-Squint: 

-Abnormal Movement: 



dlLa *<■*" a i*«~- (JA • 

< « i iij — l_£Ud U' ■* J 'J U* * 

jj*]| ^J Jj^. »^Jc Ja • 

jj^uill j^ ijjlj jAj ojjoluLa 4£^)^ oJJC (JA • 
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4 ■ CompJ icati ons of Pa ra lysis : 

4cLjaJjlj JSVI <*-« ' i ''" (JJiVlj; (JA 

??dJ*i I JLa ? <L^£j ojl^a. j ojAi^a ^^Jc dlbl^ill ,?■.!.' (JA 

?Jj]S 4 mn (jl AjoiLi. Vj O^J^ J.'^J.' ' J .^ (JA 

axj ??? ojl^iJIj ^iLttljlj (J"^J.' (JA 

?(jil^)a r- j5 a! dlLa. (JA 



Investigation &ttt: 



?? AjlL AcLuai jl Sjl laj Trlli.1 (_)Aj A-aJ-u (_>uL}3 j ^jlij ' »'X (JA • 



Perinatal: (Natal - Prenatal - Postnatal) C^ (J* 
Developmental : ^jjjjjjjjjjjjjjjjj>> ^ 
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Nephrotic syndrome sheet 



■ Complaint: EdemajnJaceJgroyndeye)_&jnleqs 

jJLuJl ^j ( jjxJI Jja.) 4a.jll <^i ^ jjj • 

■ Analysis of complaint : Onset-Course-Duration 

?»1 uLa al la 1 J i a J^l llti*-^ UJ^ j»JJ-"' U* • 

^JJ J;1J Jl£ <jA • 

yy»i lju i»i i-si ji,-i jjj^j <j> ..''j.j j^ " <-i si ? cs^^ u^-° c^ j<s ^j ^ J* • 

Scrotal ? ^LiilUll *L^YI ^ jI?jjaJI ^k f jjj CAka.Y <ja • 

Abd. Wall edema ?^yj^ L> ixU\ jl c^Y <Ja • 

Ascites ^"'^-'"i 4ikj jl i-tU.-vVf Ja • 

■ C.P of the disease: 



> C.P_ofEdemg± 

^ C.P_ofCompiicat[Qnsj. 



i3j* ^ e^ 1 u^ 



jj*Jl jj aIIcj — ^Ijk^i aJU. Ja(H.T) • 
s jLp*j e*^j <^-cJj^l ^ jlSja. -Sjlja. aJc cjj^t. L^Chest infection-UTI-lnfection • 
^ Q.P_of D_.D_of other cauje_s_q£edemq:_ 

1. Hepatic: 

« ja j"j ajl^a. jJ^a.J '"'j°' a\ AaLuc jjl C±laa.Y O* • 

2. Heart .Failure; 

JJC. j^s aLij >— SJTJ1 (jjijlia — ' . '■'»" ^ AijSj - ^j j a a (JAJ /gJC SjAS aAC — (jla^j jJAaAj jl£ (JA • 

3. Nutritional: 

( jUll j £>Aj£ j <LaaJ) dlUjJj^)J 4-}3j L>yj^ '"^ U^W U^ O* * 

^ Q.P_of D_.D_of other caujes_q^renql_edemq:_ 

j^a.1 JjJl jjJ jl£ (Ja • 
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Investigations & ttt: 



??? 






^aiSluLttll ,_i Ajj 7; * 



(^-^Ujl J^Uj ajJ »l£ Jjl-aj -4 ?J^ Ls^ 'J^ j»^ ^ ^ ■ ajj (J-al jal) • 
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ITP Sheet 



Complaint: Red spots (small) (all over the body) 
Analysis of complaint: Onset-Course-Duration 



jl£* J£ ^J I J^li. £JU 



Ajtjjl ajJ (JS J» lalj (V) ?? £>.ii.lj o^a lfrl£ '"'J* " O* • 



■ C.P of the disease: 



> Purpura: 

^gilkj Clll^J aJ — CjiSjjl aJ — '"'J(j " L« Uj' (lj«^ dljl£) >YI • 

UaJl (jc. o jjb dljl£ <JA • 

^ Mycgus_membrgne_Hgei 
^ lOtC^cranjglHg_e:_ 

> Anemigi 

sj (Jaj ttH^J jl ■ . <j-«- uj i-iu-^Sf (Ja • 

> D.DpfJTPj 

Not aplastic anemia ^ J C-Aj "j'j^ <-^V Ja • 
Not leukemia ^^ j' 4c'j-> jl ajaj] jl l)' ^^ " " J » jj2 jl ^ — l>W^ <j £l£ul dk^V J* • 

■ Investigation &ttt: 

AJjxJl ^J**' J**- ' i 'j*'-'^-'j ?(alaxjl p-LiJ l>o 4 ilC.) dlL gja 3 j-a dlLti I JLa • 
S^ al£ Jc ?? a jJl J Q^J al£ ?? S JLkL ^ill ^iUJl jA Lo • 

^!AjJI ^kUj ajj al£ aJIL • 



www.MedadTeam.org 



NMTn 



CLINICAL PEDIATRICS 



Wheezes Sheet 



Analysis of complaint: 



(CD.) (—mill jl (—iljjll (J^sjjljII «-° l£ j ^Jl-JjjSl ^jb?".' <J* 
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Hemophilia Sheet 



Co: joint swelling & bluish discoloration with trauma. 



Analysis of the complaint: 



(_gj£-tiul oJA lllijj (^La 
(*J3JJ ^ u1 aj l^j LaJ 4_iuJ t jjjj AJC. ) 

_oA^j ejLjJail x-a ^ijil L_i^j (JA 

.AjjjSSl (jliulVI ijiu! *-0 fcijuU LJ^J <J* 

(D.D) ,»j«Vn« oj_j^»j (oof" 1 ^') ^?j J ' ls' ^W (J* 
(Inv.) .cA^jajli ^u 

(ttt.) . E 3Ull jAU 
La j!ib .iil o_>x il£ — 

(jjjijxia Vj (jJjS) Ifl «"il 4^La. Ail (jA 
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Nephritis Sheet 



(Jj-dlfr J-di.1 4j_JJ (J_JJ I^J^'"" 



Analysis of the complaint: 



?JAiJ (JjUl i^J is $* • 



?(jV tj^ j^^l jjlll jAuil Ja 



D.D. (V.T. 






(Hepatitis) 
(Bleeding) 






c.p. 



?Sjl Ji. »^ Ujj3 Jikll (jli <j& l— ll^jJi 4jj lj^ (J* 



Other D.D : 
Henosh Sh .p 



?»jl ji. 2-* W^J^ l5 j V ftiL 4J eta. (JA 
?jJ*Jl (jj <Slcj — ^li-a *d *U. Ja 



? lAJLktj J\\ (.\A\ 4j*£ <d Jli JA j 
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General Examination 



-{« » '- >< »^'»"; L^frUil j f-J^-l l^lsia j *$\ £a JjibuJl 



i. Conscious & mental ity 



Level of consciousness (LOC): Conscious, lethargic or comatose <^ &^ 



The patient is cone. Oriented to T.P.P. of average mood & mentality +AA 



2. Appearance 



• 


PALLOR 


-» 


inner aspect of the 


lips&th 


e lower eye lid - Palmer creases 


• 


JAUNDICE 


(Yellowish discoloration of skin & m.m.) + Sclera 


• 


CYANOSIS 


(Bluish discoloration of the skin & m.m.) 


CENTRAL CYANOSIS 


PERIPHERAL CYANOSIS 






©Blood leaving the heart contains 
•f reduced hemoglobin 


9 Stagnation of normally oxygenated 
blood 


©Causes: 


9 


- Congenital cyanotic heart (mention) 


-Heart failure 


- Eisinminger syndrome 


-shock 


- chronic Lung diseases 




- Liver cirrhosis 




©site: Tongue & generalized 


© Generalized but not in tongue 


© 2 saturation below 80% 


© 2 saturation above 95% 


© CLUBBINGS Present 


©absent 


Tongue: No vasoconstrictor sympathetic fibres - kept warm inside mouth cavity - 
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undersurface has no villi. 



3. DECUBITUS 



> The patient is lying comfortable in bed) 

> Semi-sitting position (orthopnea): in left sided heart failure. 

> Squatting position->Fallot's tetralogy 



4. Vitals 



© RESPIRATORY RATE 

The respiratory rate is -regular equal expansion on both sides 

©TEMPERATURE 

> Normal body temperature 

> Oral: 36.8-37.2 °C 

> Axillary: add i/2°C 

> Rectal (core temperature): subtract i/2°C. 

> Types of fevers : 

Continuous "sustained": Temperature is always high 

Remittent: Temperature is always high with daily fluctuations Intermittent 

(hectic): Temperature falls to normal once or more during the day "Malaria" 

©PULSE 



Middle three fingers are put on the radial artery 

I Rate I count the pulse in one minute by ordinary method 

i Rhythm l ©Normally regular 

9 Irregularity -> Marked ->A.F. "Atrial fibrillation" 



I Volume I (Systolic -diastolic) 



> small volume -> weak pulse = low cardiac output(A.S.) 
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> big pulse volume -> wide pulse pressure = prominent arterial pulsation 
Causes of big volume (wide pulse pressure) ->AR - Anemia - Fevers. 



[ Special characters ! (No special character). 



Water Hammer pulse ->A.R. 

felt with examiner's palmar surface of extended fingers on the patient's middle or distal 
third of flexor aspect of forearm (the forearm is elevated to exaggerate the sign) 

Plateau pulse (small amplitude) -> A.S. 

JEqualityon both sides! (say: EQUAL ON BOTH SIDES) 



[ Peripheral pulsations l 



> Dorsalis pedis artery: Felt lateral to extensor hallucis longus tendon 

> Femoral pulsations(point midway between symphysis and A.S.I.S) 

> Carotid pulsations 



Pulse rate is. ... beats / minute, beats are regular with no special character, volume is 
average and equal in both sides. 



N.B.: peripheral signs of aortic incompetence? 

1. Corrigan'ssign : Marked prominent vigorous carotid pulsations. 

2. De-Musset' sign : Nodding of the head. 

3. Systolic thrill over carotid arteries 

4. Water hammer pulse 

5. Blood pressure : Increased systolic & decreased diastolic pressure. 

6. Capillary pulsations ( nail bed, lips) 

7. Pistol shot: "Hearing femoral pulse"-> Put stethoscope by diaphragm over femoral 
artery "4 cm below mid-inguinal point" "hearing sound of beats is pistol shot" 

8- Duroziez sign : Systolic & diastolic murmurs heard by compressing the femoral artery 
with the stethoscope bell. 
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q - Hill's sign : In AR-> the difference in s/d pressure is more than 50. 
10-Capillary pulsations: " 



©BLOOD PRESSURE 

> Measurement: sitting or supine position are acceptable. 

> Arm should be at level of heart 

> Cuff should be put 3-5 cm above cubital fossa 

> Cuff should be fitted "not loose, not tight 

> Arm should be supported (relaxed) 

The cuff is inflated until the pulse disappears, and then deflated slowly. 

SOUNDS "Korotkoff" 



1. the pulse appear -> systolic pressure (Phase I) 

2. Phase II: Sounds muffle 

3. Phase III: Sounds sharps 

4. Phase IV: Sounds muffle 

5. Phase V: Sounds disappear (diastolic blood) 



5- Measurements 



> Weight : discuss normal value 

> Head circumference: 

< Midway between the eyebrows and the hairline atthe front of the head 

' The occipital prominence atthe back 
1 cm above the ear 

> Supine length :( From birth to 2 years) 
' measured on his back with (headboard) 

' One person holds the head with the head facing upwards 

' Second person extend the LL efficiently & measures the length 

> Standing height : (>2 years onwards) 
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i cl"<yi j jg_la3l j 4j£_>3l IjSJ J 4-aljii (J-Oj ab — iajla S3 a j* la ' siilj 



I The heels should be together 

i Buttocks and shouldertouching firmly 
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HEAD EXAMINATION 



Describe any special criteria first (down- thalassemia - rickets) 



• 
• 
• 
• 


ANTERIO 


R FONTANEL 






BOSSING 








CRANIOTABES 






DERMAL & HAIR CHANGES 





> EYE EXAMINATION: 



^ 
^ 



NOSE 



© Puffiness ©Pallor ©jaundice (no....) 
Butter fly rash in rheumatic fever 



MOUTH EXAMINATION 



S Lips: pallor 

S Dentition 

S Tongue: Blue in central cyanosis (no) 

■S tonsils &cleft palate (no) 



NECK EXAMINATION 



THYROID GLAND 



Inspect from a side with swallowing. 

Palpate from the back (each loop separately) then the ithmus 



For vessels: The patient is positioned at about 45 degree. 
The head is supported by pillows 
Turned to the opposite side 



www.MedadTeam.org 




NMTn 



CLINICAL PEDIATRICS 



CAROTID ARTERIES 



> Put your index -> below the angle of the mandible in front of the sternomastoid. 

> pulsation are exaggerated in aortic regurgitation - Thrill overthe carotid only-> (in 
severe aortic regurgitation) 

> Thrill overthe carotid & aortic area-> (aortic stenosis) 



NECK VEINS 



© Lookatthe base of the posterior triangle 

9 Jugular venous pulse (the vertical height between the top of venous pulse & angle of 
Lewis when the patient is lying at an angle of 45 measurement of Jugular venous 
pressure) 

9 The jugular venous pressure is measured as "the vertical distance between the 
manubrio-sternal angle & the top of the venous column 



Normal: 



no congested neck veins 



LYMPH NODES 



• (face the child then palpate the occipital LN along the hair line -> post auricular LN 

• then feel (from the back) the submental -submandibular- preauricular 

• then feel upper and lower deep cervical lymph nodes 



UPPER LIMB EXAMINATION 



> undress the forearm 

> Describe any special criteria first (down - liver cell failure) 

> Wasting :Muscle atrophy in marasmus or in marasmic kwashiorkor grasp the biceps or 
triceps muscle bulk - prominent elbow 

> Long bone: convex radius & ulna 

> Deformity: Broadening of the lower end of radius & ulna in rickets- convexity of radius 
and ulna. 

> Nails: 9 Cyanosis 9 Pallor 9 Clubbing 

> Palms: © Cyanosis ©pallor 

> dorsum of the hand; edema in nephrotic syndrome and in kwashiorkor 
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LOWER LIMB EXAMINATION 



> undress the LL 

> Describe any special criteria first (down) 

> Wasting :Muscle atrophy -> pinch the subcutaneous fat overthetheigh 

> Long bone: bow legs- knock knee 

> Deformity: Broadening of the lower end of the tibia (marfan) 

> Nails: ® Cyanosis ® Pallor © Clubbing 

> sole: trophic ulcers 

> Dorsum of the foot © edema in nephrotic syndrome and in kwashiorkor 



Edema-> press on the drosum of the foot for few seconds then above medial 
malleolus or over shin of tibia )-> Unilateral or bilateral - Pitting or not - Extent -> ( 
above ankle or below knee or generalized) 



Back and spinej 



kyphosis or lordosis, scoliosis , swelling ortuft of hair 



Genitalia 



undescended testis or hypospadius, scrotal swelling (as hydrocele) or inguinal hernia. 



|Systemic examination 



It includes neurological, cardiac, chest and abdominal examination. 



FINGER CLUBBING 



Normal 


i st degree 


2 nd 


3 rd degree 


4 th degree 




obliteration of 

the nail bed 

angle 


Parrot peak 


Drum stick 


3 rd degree + 

Pulmonary 

osteoarthropathy 



> Causes : 
• Cardiac 

- Congenital cyanotic heart disease (blue clubbing) 
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Infective endocarditis (pale clubbing) 



Chest 

l- 

2- 

3" 

4" 



Pulmonary fibrosis 
Suppuratives lung syndrome 
Bronchogenic carcinoma 
Fibroid type of pulmonary T.B. 



> Prove clubbing : - Window test - Fluctuation test. 
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Cardiac Examination 



( 4j1 JJJ (> jbxj ^ Ja.) j JIjjuu jA) 



• 3jjj ^ o - ^ • o jjjS '**«*" jl J j 


• j/' 11 ' l-O jjir . ^i (JiL 


• jj'lm O ji.tla l^j (jJajAil 


• Aiui 


• RH ^« 


• 1.1a. JJ» g (Jila J*J O^V^JjI 4cLu] (JA OW*^ 


• Disease AS, AR, MR 


• Congenital Heart 




VSD •>*■>> V Fallot (ijjjl) ^hj 



Start Examination 



Inspection 



: ( _ s Jc (jlclj ji_oJl ,_5jluLa] JjJlj (j!3J_>a1I Ja.J AJC eJ5l* 

" Rercordial Bulge: "Rt Ventricular enlargement" 



■ /V.9. Scars,, No_ Dilated, veins 



■ Pulsations on; 
A- Apex: 



; Jj5ij (j^a^^ll qa (JajVI ' j'^JI (^ic * Sat" 

Pulsations Jl ^ 6^' lB-^j ! 



Site & Area 


Rate & Rhythm 


Volume & Character 


Thrill 


-4 Left IC space < 4 ys 
-5* Left IC space >4ys 


-100 

-Regular 


-Hyperdynamic Apex-> Big Pulse Volume 
- Heaving Apex -> AS 


No 



Apex Jl lJz- >i»Ij £f^j j^>> r^ £ji^l j£ jjL^YI 2-^=> j>j ^ jlj-o jJaJP 



nd 



B- Pulmonary Pulsations: 2 Left intercostals space "Pulmonary Hypertension" 



.nd 



C- Aortic Pulsations: 2 Right intercostals space "Aortic Aneurysm" 
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D- Left Parasternal Pulsations: V d , 4 th , 5 th (Left) "Right Ventricular Enlargement" 

rd th th /.-,■ \_.\ 

,4,5 (Right) 

(J*l£lb Jjjia pljlll 1 allj jlS-all ^jJc iajja Jj]| oJcU « ■ 'aj jJjlbJl <jS* 



E- Right Parasternal Pulsations: 3 rd , 4 th , 5 th (Right) 



F- Epigastric Pulsations: 
G- Suprasternal Pulsations: 



What are the signs of RT & LT Ventricular Enlargement? 

o RT Vent. Enlargement: -Epigastric pulsations 

-Apex diffuse & outward 
-Left parasternal pulsations 

o LT Vent. Enlargement: -Apex downward 



ThriM: 

l-Apex 

2-Lt Parasternal 

3-Base of Neck, i 5t Aortic area 



IjjSLal V iS lc JjSl « ■ '-'** 



Auscultation 



M A 



T p 
Si Si 



M 



M 



T p 
Si S2 



T p 
Si Si 



fvl 



Both i st & 

Sounds are 

auscultated 

the heart 

But you 

auscultated 

Mitral & 

Tricuspid & 

Over Aorta & Pulmonary 

Systole is 0.3 second while Diastole is 0.6 second 

Onset i 5t Heart Sound -> Closure of Mitral & Tricuspid 
End 2 nd Heart Sound -> Closure of Aortic & Pulmonary 



T " 

Si Si 



nd 



all over 



better 
1 st at 



.nd 
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Systole o^jj^I o£j^\ oh* 
Diastole <i;j]Jl AiiuiJi* 

If VSD: Suspect accentuated S2 on Pulmonary area & Pansystolic murmur 

If Fallot: Suspect single S2 with ejection systolic murmur 

If Rheumatic: You find RT Ventricle — ►Mitral valve is involved 

A-Apex: Comment on ,-► Murmur — ► Pansystolic (MR)M^ j^£ <J^= 

*Sound — ► Muffled i 5t Heart sound /NL 

B- Tricuspid Area : NL i st Heart sound 



C- Pulmonary Area : (RT Ventricle) l^i ^1 jl^ jl — ► Accentuated pulmonary 



nd 



component of the 2 Heart sound 



.nd 



D- Aortic Area : v-» NL 2 n Heart sound on the aortic area 

XThrill <ja iP> jJ — ► Ejection systolic murmur & muffled 2 

Heart sound on the aortic area 



nd 



m/nowY 




TRICU5P1P 



APEX 

(ffllTi?AL) 
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Rheumatic Heart Disease 

Delayed onset of symptoms + »j#* ^ jl 4j 


Congenital Heart Disease 
< 6 years or very early onset 


Mitral 
Regurge 


Aortic 
Regurge 


Aortic 
Stenosis 


Fallot 


VSD 


*Pulse: 

- +/- Big pulse volume 

inspection .& 
Palpation: 

- +/- Thrill on 

Apex 
-LtVent. 
Enlargement 

*Auscultation: 

-occur with Carotid 

systole 

-Not present at 

Parasternal, Aorta 

-Heard at Axilla 


*Pulse: 

-Big pulse 
volume 

-Water hammer 
pulse 

inspection & 
Palpation: 


*Pulse: 

-Weak 

inspection & 
Palpation; 

-Thrill on 

Aortic area 
-LtVent. 
Enlargement 

*Auscultation: 

- Murmur a^^Ij 
-At i st Aortic 
area 
-Systolic 

- AjiijJI ( _ s \c jliaJJj 


-Cyanosis 

-Clubbing 

-No Chest 
Infection 

CllJlj AC.1 fllllll (J^T^LIll 

AjI ^jS^^IjA dljl ejjlx. 

-Single ft in 2 nd 
Heart sound on 
the Aortic area & 
y^On Pulmonary 
area 

-Ejection systolic 
murmur over 
pulmonary area 


-No 
-No 
-No 

Cjjlj Ax.1 a mil (JaiMiiil 
AjI ^^JIjA Clul ejjlx. 

-f in 2 nd Heart 
sound on the 
pulmonary area 
-Pansystolic 
murmur maximum 
over parasternal 
area Radiate to 
the whole 
pericardium 


*Auscultation: 

-Weak murmur 
-At 1 st Aortic area 
& also at 2 nd 
Aortic area 

- AjSjll *Ha3j (ji* 



<LaU CJbuI*j 



Left Parasternal 



Diaphragm Jl lU*^I 

Aortic a — Pulmonary + — Tricuspid 4 — ApexJ^W 

(Maximum Intensity) Jl Aija^l Vjl jSUVI <_£ j-^l 
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Abdominal examination 



INSPECTION 



1- Contour Look tangentially from the patinet's feet. 

> Flat abdomen with empty flanks 

> Abnormalities: diffuse abdominal distention with empty flanks 
(^ intraabdomenal pressure- no ascities) 

2- Inspection of the midline 

> Stand to right of the patient 

> Exposure of the abdomen from the nipple to mid thigh 



^ 
^ 



Subcostal Angle 



> NL-> acute angle 

> AbNL ->Wide obtuse due to chronic i^ intra-abdominal pressure 



Epigastric Pulsation 



Movement with respiration 



> NL^free... 



Peristalsis 



> NL -> no visible peristalsis 

y /|\/|\ ->s ma || intestine obstruction 

> nUnU ^paralytic ileus 



Divarication of Recti 



1^ intra abdominal pressure 

Rising up the head + vertical insertion of the hand finger tips to feel the 2 

edges of both recti." 



Umbilicus 



> Site: Midway between xiphisternum & symphysis pubic or 1 finger below this 
point. (Shifted downward -> Ascites, gastric, Splenic & hepatic mass). 

> Shape: Inverted normally but Everted due to 1 s intra-abdominal pressure. 

> Pigmentation-> Addison 

> Caput medusae 

> Discharge -> fistula 

> impulse on coughs hernia 

> Nodules -> metastases of malignancy. 
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Supra pubic hair 



Normally [prepubertal /masculine /feminine distribution]. 

3- Inspection of the sides 



Localized Mass or bulge 



No superficial abdominal mass 



Veins 



> Direction of filling from above downwards - crosses costal margin^ SVC 
OBSTRUCTION 

> Direction of filling from below upwards- crosses the inguinal ligament IVC 



> Away from the umbilicus -> PORTAL hypertension Milking technique 



Skin 



i- Scars: Name, Site, Type of healing "lry or 2ry intention", Is it complicated by 
Keloid or not, impulse on cough = incisional hernia 

2- Striae: In ascites -> Stria albicans. Stria rubra: cushing syndrome or prolonged 
corticosteroid therapy 

3- Scratch marks: - Incase of Obstructive jaundice 

4- Pigmentation: In Addison's disease, 

5- Hernial Orifices "Inguinal, Femoral, Umbilical, Scars" 

4- External Genitalia 

Normal prepuertal [ male/ female] 
5- BACK 

No Swelling, tenderness, tuft of hair, or Skeletal deformities 



PALAPATION 



SUPERFICIAL PALAPATION 



> Warm hands - don't press 

> Your eyes on patient face to see tenderness. 

> knee slightly flexed to relax the abd (muscles + Scarpa's fascia) 

> Start palpation away from the area of complaint 

> The diseased area is the lastto be examined. 

> Palpation of the abdomen in S or C shaped manner, 
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SAY: NO Tenderness & guarding - NO Superficial mass. 



DEEP PALPATION 



liver 



Technique 

Patient breathes from his open mouth. 

Palpate with radial aspect of index finder. 

Move your hands between 2 respiratory cycles Avoid 

Start with palpation of the Rt. Lobe then Lt. Lobe 

Percussion to get the upper border as in cardiology 

Dipping Method -> Used in tense ascites. 



Com ment on Liver 

Rt. Lobe is measured in MCL from Rt costal margin 
Lt lobe in the midline from xiphoid process. by cm 
Edge ->Sharp in Bilharziasis & cirrhosis / Rounded in congestion. 
Consistency ->ln Cirrhosis: firm 

Surface ->normally: smooth - Fine irregularity: liver Cirrhosis. 
- Tenderness - Pulsations 

Moves up & down with respiration. 

A case of chronic hemolytic anemia ->size ->firm in consistency with rounded 

border, smooth surface. It is not tender, not pulsating 



spleen 



Spleen enlarged towards Rt. Iliac fossa 

To feel spleen -> It must enlarge at least 3 folds. 



Comment on spj een : 

- Size: - If pass the umbilicus -> huge spleen 

- If doesn't pass the umbilicus -> use the patient hand breadth. 

- Edge -> sharp with preserved notch 

- Consistency: Firm. 

- Surface: Smooth 
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Tenderness: Typhoid, Typhus & T.B., infective endocarditis, Brucellosis. & 
Septicemia. 



kideny 



Renal angle: angle between last rib & lateral border of Sacrospinalis. 
Technique (Bimanual is the first accepted technique), 
the kidney can be balloted posteriorly (not the spleen) 



PERCUSSION 



Liver 



Upper border = hepatic dullness by heavy percussion while the Lower border ->light 
percussion 



PERCUTIONOF 
ASCITES 



Types of _Asdtes 

Mild ascites: 500. 

Moderate ascites: 1000 to tense ascites. 
Tense ascites: 
Tech_n ia^y e_^ m p_d e rate_a scites ^_By_sh iftj nc|_ du IJ ness in 3. steps: 

1. from above downward ->Upper border 

2. from the midline to the sides 

3. Ask patient to lie down on the lateral position, wait a moment and repeat 
percussion if there is dullness 



Tense ascites -> Transmitted Thril 



|S/lj jd _a_scite_s_:_-_K_nee_- ej bow p.qsitio n ^>_h o_rizont_aJ_a b_d_o men. 
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AUSCULTATION 



• tQt§stmaI_Sou_ndi Best heard in Rt iliac fossa, by the cone for at least 3 
minutes. 

• Vascular Sound: 



Bruit 



Hum 



Arterial 
Systolic 
In renal artery stenosis 



Venous 

Continuous. 

in portal hypertension 



Rub: -^ Splenic rub or Hepatic rub. 
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NEUROLOGICAL EXAMINATION 



i. CONSCIOUS LEVEL & DECUBITUS 



The patient is Conscious ± [Oriented to Time, Place & Persons - of Average 
Mood & Mentality] ± [ Bed Ridden] 



2. CRANIAL NERVES 



o : i :x : 2 :x : 5 : x : 7 :x 



o !__ 3 _J &L_ 4 _J & !_ _ 6 _ 1 ~^ If there is Squint -> Comment 



[A] 


[B] 


-4>»!j tfJ^V! cJJxil ^^iafrl CjUUjVI »JA ^fl c^ 1 ^ 3 


-^liinl j^JJ J*J JaiaJI i_aJI jj^ ^U^a ijjSI 




(j-ajil ^,3 * » ^ "'"; 4jLft LJj^ulj 


J^ 


_ — __. 







o ; s \ & ! io ; 



Jl ouJlj J*^l fi ^'Oropharynx 



^ Normal -> Gag reflex 
^ lfSevere-»L/MA/L 



•"^t 



-Jl i_Sj«il_$ (JlaJl <-£Lui (j-aSIj Jik!l ai £j2I Uvula 

Uvula if deviated to one, the other side 

indicates LMNL 
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12 



3. MOTOR 




A. INSPECTION 



1 . Wa sting . of the .muscles 

2. Special position 

3- Trophic changes 

o Bed sores at ankle & feet 
o Loss of hair 
4 ■ A b no r m a I m py e m e n t 

o Chorea 

o Athetosis 

o Muscle fasciculation 

o Muscle twitches 



CP& Hydrocephalus ^VU ^ UjIj ...Ij?. a*Jj lM±«- 
Ijfl! yfl A^j OjSj dijau ^IcV 4iiS <> JaJaii jij- 
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B.TONE I 



lf<i year: 

i. Head lag 



£>v 



2 - Cy ryed on vent raj position 









3- Frog. leg 



:-■■ 



- — 



position 



■ // > i year: 

l. Shakjng.Methgd: 
Hand 



Foot 



-3_ t 



2. Passive Flexion & Extension of: 



o Shoulder "o 1 ^ o^o^ 1 " your hand -> Axilla & Elevate 
o Knee 



o Hip 
o Elbow 



[QowerSign] 
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Finally I should say : 

o Hypotonic 
o Hypertonic 
o Normal tone 






C. POWER 



Flexion & .Extension .of all ..^~*" (Wrist - Elbow - Shoulder) 

* (Ankle - Knee - Hip) 

+ Abduction & .Adduction of — ► (Hip & Shoulder) 
+ G ra s p. po we r of ha n d muscles. 



1. DEEP REFLEXES: 



D. REFLEXES 



UPPER 
LIMP 












Biceps reflex 


C5-6 




1 mH| . 1, -| li-. jail 




Brachioradialis 


C5-6 




Brachioradialis 




Triceps 


C6-7 


3js.jJ 1 • pljlSl £-^J 


Above the elbow 


LOWER 
LIMP 






Knee 


L2-3- 
4 


A^jJ "\ • ajSlI *^=J 






Ankle 


S1-2 


4-^JJ *\ • AjS^JI <*-^J 


<J?0 (j^ <-kj 
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2. SUPERFICIAL REFLEXES: 



ABDOMINAL 
REFEXES 



T6 - T12 




M 



Lost in CP 



BABNISIKI 
REFLEX 



Si 




Dorsiflexion in 

CP. 

Planter flexion 



3. NEONATAL REFLEXES: 

o Persistent Moro after 4-6 months in CP. 
o iFthere is Hyperreflexia : 
- CLONUS <^> Ankle Clonus 
Patellar Clonus 



o Pathological Reflexes :_ [Just Mention] 

- PATELLAR REFLEX i 

> They appear ONLY with Hyperreflexia 

- ADDUCTOR REFLEX J 




Slow 




then sudden 
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i- Superficial .ysenqnjnjyrious.(T{p): 

- Touch on both sides & ascend upward & around 
2. Deep Sensation; 

- Tunning fork pUjil a£^I] on medial malleolus -> Ask about sense of vibration. 

■ T_est_0£Co_Ordtnat_ign± 

o Finger to doctor 

o Finger to nose [ patient is not co operative Jl j^y 

■ GAm 

o Scissoring gait with cerebral palsy 
o Circumduction in hemiplegic type 



5. BACK EXAMINATION For MASS-HAIR - SCOLIOSIS 
KYPHOSIS 

■ In ce re b r a[ p_ a] sy_ we s h o u Id .assess _: 

o Affected limbs & which increase [Diplegia or Q] 

o Spastic CP or atonic or atoxic 

o Grade 1-4 

o If you find any association with examination 
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C.T. Brain 



1- Type: pain CT, contrast enhanced CT (falx J Jj^ u^ -^) 

2- Level: 

supraventricular level (cerebral spheres J <J^ *l^> cjl£lja .i^jj y ) 
level of the body of the lateral ventricle 
level of the 3 rd ventricle &the level of the lateral Ventricle 
level of the 4 th ventricle, posterior fossa 

3- Lesion: ( brain ->hypo or hyperdense area) & (ventricles?) 

Site of lesion 



(Dilated) 
Look around the brain 



I 



A- Ventricles 



1 

(No) 



Prominent sulci Hydrocephalus 

Wide interhemispherical F \ 

Wide sylvian fissure 
Widesubarachinoid space 



. th 



4 ventricle 



Brain Atrophy 



(dilated) 

1 



Communicating H.C. 



■ If there is amass in the cavity of 
the lateral ventricle 



Choroid plexus papilloma 



~1 

(normal) 



Obstructive H.C, 



(Attenuated) 
Compressed 



Brain Edema 



Closed Ventricles 
N.B. confirmed by multiple 
hypodense tiny lesion inside 

the brain tissue 
(Generalized hypodensity) 



If there is a Mass near 4 th ventricle 
(Tumor in post. Fossa) 
If not-> mostly cong. Obstruction of 
Aquiduct of sylvius 



X 



I B-Hy| 



B-Hypodense Lesion bl>- jSS) 



Rounded ( L^skull <J t>^>^ jjc- ) 



J. 



Abscess 



Triangular ( skull Jl4l^.X> 4l^la ) 



Infarction 



If surrounded by white ring 



If the A area show white areas inside 



JAbscesswith ring of enhancement 



Hemorrhagic infarction 
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C 



C- Hyperdense Lesion 
(more white than the brain) 



r 



T 



Related to the skull bone 



In the brain tissue- 



Concavo convex 



Biconvex 



Subdural Hge Extradural Hge Subarachinoid Hge 



Hyperdense sulci 
x 



r 



CT without cont. - With contrast 

White mass (like bone) - Grayish white 

On one side - Midline or inside 

Irregular - Nearly Rounded 



Inside the ventricles 



I 



Intraventricular Hge 



T 



if ventricles enlarged 
■* Obstructive (HC) 



-Whitish 
-Bilateral 
- Large 
(mirror image) 



Multiple hyperdense 
dots or nodules 



Intracranial Hge 



Brain Tumor 



In midline but 
not in post, fossa 



I. Cerebral Cacific. 



Pinealoma 



Comment on H.C. may be supra sellar 
; 1 Calcification 

Projecting into 

lateral ventricle 



Intracerbral 
Calcification 
(punctuate) 



Post, fossa 



Choroid Plexus Papilloma 



In midline 
Solid 



1 



extend to one side 
Cystic 



( Causing communicating 
hydrocephalus) 



Cerebellar 
Medulloblastoma 



Cerebellar 
Astrocytoma 



Periventricular 



Diffuse 



CMV Inclusion Dis. 



C. Toxoplasmosis 



( associated with brain atrophy) 



Usually basal ganglia calcification due to hypoparathyroidism 
N.B. 
- (Left is Left) &( Right is Right) 

In any tumor -> Look for ventricular dilatation 
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4- Site of the lesion: in both hypodense and hyperdense lesion, you should define the site of the lesion 
as in the next page.... 



1- Supraventricular level 




F: Frontal Lobe 
P: Parietal Lobe 
T: Temporal Lobe 
0: Occipital Lobe 
S.F.: Sylvian Fissure 
P.F.: Posterior Fossa 
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♦ Site of the Lesion: 


2- Level of the body of the 




Frontal : anterior 


lateral vent. 




- Parietal : Lateral 

- Occipital : Posterior 

♦ Once you see sylvian fissure 
the tern boral lobe is behide 
instead of parietal 


3- Level of the 3rd Vent. 




♦ Once you seethe petrus part 
of the temporal lobe you have the 
temporal lobe in front of it and 
posterior fossa behind this bone 

♦ Once you seethe 4th ventricle 
the cerebellum is behind it and 


4- Level of the 4th Vent. 




brain stem in front of it 

♦ The lesion may extend into 2 
areas 

- Fronto parietal lesion 

- Parietooccipital lesion 



NB. NLshapeof 



Lat.V. 
- Horns of lat. V. 



3rd Vent. 
4th Vent. 



Iftheirshape -> spherical 



-> Dilatation 
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CLINICAL PEDIATRICS 



5- Comment on the brain and ventricles: 

1) Brain: 

• Mass effect (midline shift) 

Comment with any unilateral hypo r hyperdense lesion 

• Edema around the lesion ( hypodense area around the lesion) 
In 

Abscess 
- I.C. Hge 
Infarction 

• If midline shift 

• If contrast 

2) Make sure that you don't have dilated ventricles (Obstructive H.C.) 
5- Diagnosis: 
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CLINICAL PEDIATRICS 



CT with Comments 



Sources 
Book of professor Dr. Mohammed El.Naggar 
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CLINICAL PEDIATRICS 



How to comment on a CT? 



i- Typepf_CT 

> Plain CT l^-*J J* ^ &jj J* <-jj&* J*& 

> Contrast enhanced CT 

2- ke^eljof_thecyt 

> Supraventriculars^ falx celebri J) <-«>uuj j f|j>w olcijfl u^A* 

> Ventricular * lAj" ^l^ljfl <ul ^jinj 

> Infra ventricular =====^ petrous part of temporal bone Jl <> ^j*-4 

3- Showjngj 

> Brain (hyper or hypo dense lesion) 

> Ventricular (dilatation or compression 

4- Site pfjthe. Ifisjon ( i.e.: left frontal lobe, right parietal lobe, ) 

5- FJpaJ. diagnosis 
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CLINICAL PEDIATRICS 



!otrgcrgjiiaJ_hemgrrhag^ei 




A) - Plain CT scan of head 

Ventricular level (bodies of lateral ventricle) 

Hyper dense lesion in the frontopraietal region with massive effects=^compression of 

left lateral ventricle & midline shift to the opposite side 

Intracelebral hematoma 
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CLINICAL PEDIATRICS 



B) - plain CT scan of head 

Ventricular level (bodies of lateral ventricle) 

Hyper dense area affecting Both of lateral ventricles with ventricular 

dilatation(acquired obstructive hydrocephalus) 

Intraventricular hemorrhage 

C) - plain CT scan of head 

Ventricular level (bodies of lateral ventricle) 

Hyper dense concavo-convex lesion, affecting left fronto-parietal region with massive 
effect (compression of lateral ventricle) 
- associated intracelebral hematoma (arrow) 
Subdural hematoma 

D) - plain CT scan of head 

Ventricular level (bodies of lateral ventricle ) or supra ventricular level. 

Hyper dense biconvex lesion affecting the right fronto-parietal region ( arrow) with 

massive effect =^ compression of right ventricle 

N.B:With left parietal fracture (arrow) 

Epidural hematoma 
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CLINICAL PEDIATRICS 



!otrgcrgjiiaJ_cq[cif[cgti_qns 




A) - plain CT scan of head 
Supra ventricular level 

Hyper dense lesion (diffuse , small, nodular ) , scattered all over the cortical 
tissue(bilaterally) 
Punctuate calcification (congenital toxoplasmosis) 
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CLINICAL PEDIATRICS 



B) - plain CT scan of head 

Ventricular level (lateral ventricular horns & 3 rd ventricle) 

Hyper dense (bilateral , nodular) , protruding to the horns of lateral ventricle 

Periventricular calcifications (cytomegalic inclusion disease ) 

C) - plain CT scan of head 

N.B:Coronal section(exceptional photo) 

Hyper dense area, in supra-sellar region (f ) 

Supra sellar calcification (calcified cronio-pharyngium) 

D) -plain CT scan of head 

Ventricular level (lateral ventricular horns & 3 rd ventricle) 

Hyper dense lesion ( bilateral, symmetric ) , at the basal ganglia region 

Basal Ganglia calcification ( hypoparathyroidism) 
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• Brain tumors 




A) - contrast enhanced CT 

Infraventricular level ( posterior fossa & 4 th ventricle) 

Hypo dense ( large & cystic ) lesion ,in the left cerebellar lobe with ring enhancement of 

tumor 

Cerebellar astrocytoma 
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CLINICAL PEDIATRICS 



B) - contrast enhanced CT 

Infra ventricular level ( posterior fossa & 4 th ventricle) 

Hyper dense ( large , massive ) lesion , in the posterior fossa with ventricular dilatation 

th 

(obstructive hydrocephalus) this lesion causes compression on the 4 ventricle 
Medulloblastoma 

C) - contrast enhanced CT 

Ventricular level (lateral ventricular horns & 3 rd ventricle) 
Hyper dense ( rounded, midline) lesion, in pineal body region 
Pinealoma 

D) - contrast enhanced CT 

Ventricular level ( lateral ventricular horns & 3 rd ventricle ) 

Hyper dense (large, massive ) lesion, in the left occipital horn with dialed lateral 

ventricle 

Choroid plexus papilloma 
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CLINICAL PEDIATRICS 



* Cerebral infarctions 




A) - plain CT scan of head 

Ventricular level ( bodies of lateral ventricle) 

2 hypo dense localized areas ==^right occipital region 

==^left parietal region 
Localized infarction 

B) - plain CT scan of head 

Ventricular level( bodies of lateral ventricle) 

Hypo dense extensive lesion in left parieto-occipital region {in a 3 years old child 

presenting with hemiplegia} 

Extensive infarction 
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CLINICAL PEDIATRICS 



C) - plain CT scan of head 

Ventricular level ( bodies of lateral ventricle) 

Mixed lesion =^hyper dense area ( hemorrhage) in left tempo-parietal region 
■^hypo dense area (infarction) 
N.B:dialated lateral ventricle on the opposite side 
Hemorrhagic infarction 

D) - Plain CT scan of head 

Ventricular level (lateral ventricular horns & 3 rd ventricle) 
Mixed ^hyper dense area (hemorrhage) in left tempo-paretal region 
■^hypo dense area (infarct) 
N.B:dialated lateral&3 rd ventricles 
Hemorrhagic infarction 
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• Brain abscess 




A) - Plain CT scan of head 

Ventricular level (( bodies of lateral ventricle) 

Big hypo dense area in right parietal region compressing the right lateral ventricle& 

surrounded by hypodense lesion(brain edema around the lesion) 

Big single brain abscess (VIP slide) 
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CLINICAL PEDIATRICS 



B) - contrast enhanced CT 

Ventricular level ( bodies of lateral ventricle) 

Big hypo dense area with ring enhancement of abscess capsule in the right parietal 
region compressing the right lateral ventricle with midline shift to the opposite side 
Big single brain abscess (VIP slide) 

C) - contrast enhanced CT 

Ventricular level (( bodies of lateral ventricle) 

Small hypo dense area with ring enhancement of abscess capsule in the left fronto- 
parietal region 
Small brain abscess 

D) - contrast enhanced CT 

Supra ventricular level 

2 small hypo dense areas with ring enhancement of abscess capsule in left parieto- 
occipital region 
Multiple brain abscesses 
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• Brain edema 




A) - plain CT scan of head 

Ventricular level (horns of lateral ventricle & 3 rd ventricle) 
Diffuse hypodensity involving both cerebral hemispheres with: 

> loss of grey- white interphase 

> loss of all supra ventricular spaces (sulci carebr, lateral vent. Total compression, IHF) 
brain edema (loss CSF spaces) 

B) - plain CT scan of head 

Infra Ventricular level (posterior fossa & 4th ventricle) 
Diffuse cerebra hypo density with 

> loss of grey- white interphase 

> loss of al supra ventricular spaces (sulci carebr, lateral vent. Total compression, IHF) 
brain edema (loss CSF spaces) 
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CLINICAL PEDIATRICS 



Brain atrophy 




A) - plain Ct scan of head 

Supra ventricular level 

Increased prominence of :cerebral sulci, IHF , ventricular , ventricular system (passive 

dilatation) =^due to reduced cerebral mass 

Brain atrophy (prominent CSF spaces) 



B) - plain CT scan of head 

ventricular level (bodies of lateral ventricle) 

Increased prominence of :cerebral sulci, IHF, ventricular, ventricular system (passive 

dilatation) =^due to reduced cerebral mass 

Brain atrophy (prominent CSF spaces) 
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Qongemtal_obstructlveJ^drgcepj2g.lus 




A) - plain CT scan of head 

Ventricular level (bodies of lateral ventricle) 

Dilated bodies of lateral ventricle 

Congenital obstructive hydrocephalus (above the level of 4™ ventricle mostly congenital 

stenosis of aqueduct of sylvius 



.th, 
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CLINICAL PEDIATRICS 



B) - plain CT scan of head 

rrl 

Ventricular level (horns of lateral ventricles & 3 ventricle) 
Dilated horns of lateral ventricle 

th 

Congenital obstructive hydrocephalus (above the level of 4 ventricle mostly congenital 
stenosis of aqueduct of sylvius 

C) - plain CT scan of head 

Ventricular level (horns of lateral ventricle & 3 rd ventricle) 

Dilated 3 rd ventricle 

Congenital obstructive hydrocephalus (above the level of 4 th ventricle mostly congenital 

stenosis of aqueduct of sylvius 



.th. 



D) - plain CT scan of head 

Infra ventricular level (posterior fossa & 4™ ventricle) 

Normal (not dilated) 4 th ventricle 

Congenital obstructive hydrocephalus (above the level of 4™ ventricle mostly congenital 

stenosis of aqueduct of sylvius 



.th. 
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Qin&enitglcgmmunjcgtinQhxdrocejjhglus 




A) - plain CT scan of head 

Ventricular level( bodies of lateral ventricle) 

Dilated bodies of lateral ventricle 

Congenital communicating hydrocephalus (lesion below the level of 4 

subarachnoid space=^ due to dilatation of all ventricular systems) 



th 



ventricle in 
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CLINICAL PEDIATRICS 



B) - plain CT scan of head 

Ventricular level (horns of lateral ventricle * 3 ventricle) 

Dilated horns of lateral ventricle 

Congenital communicating hydrocephalus (lesion below the level of 4™ ventricle in 

subarachnoid space=^ due to dilatation of all ventricular systems) 



.th, 



C) - plain CT scan of head 

Ventricular level (horns of lateral ventricle & 3 rd ventricle) 

Dilated 3 rd ventricle 

Congenital communicating hydrocephalus (lesion below the level of 4 th ventricle in 

subarachnoid space=^ due to dilatation of all ventricular systems) 



. th. 



D) - plain CT scan of head 

Infra ventricular (posterior fossa & 4™ ventricle) 
- Dilated 4 th ventricle 

Congenital communicating hydrocephalus (lesion below the level of 4™ ventricle in 
subarachnoid space=^ due to dilatation of all ventricular systems) 



.th. 
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A<i9.^iE^dpbstructjyehyArocepha_lys 




Contrast enhanced CT scan head different patients 

A) Ventricular level (bodies of lateral ventricle)=^dilated lateral ventricle due to intra 
ventricular hemorrhage 

B) Ventricular level (bodies of lateral ventricle)=^dilated lateral ventricle due to 
ventriculitis (enhancement of epindymal lining of ventricle) 

C) infra ventricular level (posterior fossa & 4 th ventricle) 

D) ventricular level (horns of lateral ventricle & 3 rd ventricle) 
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Migratory ± cardiac murmur 

1 



Rheumatic Fever 



i 



ESR,ASOT, ECG, Echo 

I 

If associated with 
++HR, RR, Tender liver 
(HeartFaMure). 



Joint swelling with 



T 

Rash over L.L. 
& abd. Pain 



I 



Henoch Schonlein Purpura 



I 



ttt: Salycilates 



1 

Fever 
Pain 

I 



Arthritis 



1 



Investigations: ESR 



r 



Start in the face & 
Spread down 



Associated with runny nose, 
conjunctivitis, cough, fever 

I 



Measles (9) 



ttt: Vit.A, Antipyretics 



Blanching Rash 



I 

- Start in axilla, branny 

+ conjunctivitis + pharyngitis 

+ strawberry toungue 



Scarlet Fever 



Low grade fever only 



Rubella (3) 



I 

Start over the trunk 

I 



Reseola Infantum 



4 days of ++ fever then rash 
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PROBLEM SOLVING 



Pleomorphic, Pruritc 
start overtrunk 

I 



Chicken Pox 



Symptomatic ttt 



Vesicular Rash 



T 

vesicles around mouth 
- Recurrent 

I 



Herpes Labialis 



Multiple painful 
oral ulcers + 
Fever + Vesicles 



I 



Herpes Gingivoatomatitis 



with low grade fever 
no evidence of pus 
good general condition 



Viral infection 



i 



ttt: antipyretics & analgesics 



T 



■ high grade 
Pus 
poor general condition 

J 



Bacterial infection 



Broad spectrum antibiotics 



- shock like 

I 

|Sepsis| 

Hospitalization 



r 



Jaundice in Children 



With hepatosplenomegally 
Pallor-Repeated blood trans 

L_ 



Hemolytic anemia 



Thalassemia or Sickle cell 

I 

CBC, Reticulocytes 



I 

- With abdominal pain 

- Fever, Vomiting 

- Dark urine 

I 



Acute hepatitis 



i 



Liver enzymes 
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PROBLEM SOLVING 



With nothing by exam. 



r 



Iron deficiency anemia 



I MCV(>70), Hematocrit (>3o) 
Etiology: Cow milk, 
Diet poor in iron, 
Parasites e.g. 
Bilharzias & Ankylstoma 



Anemia(pallor) in Children 



I 

With hepatosplenomegally 
onset in 2 nd part of the i st year 



Hemolytic anemia 



Thalassemia! 



Sickle eel 



- Spleen 
target cells 
+++HbF 



-No 

sickle cells 
HbS 



Acute onset with 
dark urine & history of 
fava bean intake 



I 



G6PD-D 



+ HSM 

+ Lymphadenopathy 

+ Infections 



Leu 



kemia 



Tachycardia 
Tender liver 



Heart Failure 



Anti failure ttt 



Tachypnea with 



Fever, Cough, 
Respiratory distress 



Chest infection 



IVF -O2 -antibiotics 



T 



- Retractions 
wheezes, no fever 
fever| 



Recurrent attacks 
not proceeded by 
URT infection 

I 



Bronchial asthma 



Bronchodilators& 
Neubilizer 



"1 1 

Polyurea, PostG.E. 

Dehydration 





Acidosis 








DKA 





1 

Proceeded with 
URT infection 

I 



Acute bronchiolitis 



I 



Neubilizer & ttt of 
Resp. failure 



N.B. DKA-> also vomiting, Abdominal pain -> Shock 
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PROBLEM SOLVING 



Increase indirect bilirubin in the newborn 



Physiological Jaundice 

-NL Reticulocytes &Hb% 
-Bil<i5-ve Labs 
-no need forttt 



C 



Mother 0& 
Baby A, B, orAB 



ABO incompatibility 



( + coomb's test) 



Mother Rh- 
baby Rh + 



G6PD 



Hemolysis 
^Reticulocytes, |Hb 
-Bil>i5 
- Investigations 



Spherocytosis 



Rh incompatibility 



( + coomb's test) 



Infection 



CBC, CRP 



> Treatment if Bil >i5 -> phototherapy & exchange transfusion 

> If direct increase 20% or more -> cholestasis ( e.g. biliary atersia ) 

> Prolonged jaundice in Down syndrome- Breast milkjaundice- Cretinism 



Neonatal respiratory distress 



-Tachycardia, retractions only 
-Good air entry, NL X-ray 
-Improve in 2-3 days 



Severe RD to preterm 
■ White lung in x-ray 
More than 3 days 



-With increase CRP 
-History of PROM 



[Transient tachypnea of newborn! JRespiratory distress syndrome| |Neonatal pneumonia! 
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PROBLEM SOLVING 



Delayed motor development 



(jjjlaJl j e_ijiij]| j uiflll (_a ji.ULa 



With deformities , Rosary 
beads, delayed dentition, 
and broad epiphysis 



I 

| Rickets| 



• Persistent neonatal reflexes 

• Spasticity or hypotonia 



Obstructed labor 

I 

[Cerebral palsy| 



Wide anterior 
fontanel 

Progressive head 
enlargement 



1 



Hydrocephalus 



Very important to study 



Motor development lU^Hj Jj^I 

Mental development lU^Ij Jj^I 

Weight, height, head circumference 

Caloric need in infants (100-120 kcal/kg/day) 

Infant intake of milk =i5oml/kg/day or 25ml/kg/feed 

Distribution of caloric intake =50% CHO, 15% proteins, 35% fat 

Any increase in B.P with anemia and FTT ► Renal failure 

Any fever with convulsions *. Meningitis 

A case of bleeding f think first of 1- coagulation profile 

2- Platelet count 



Then a local causes (polyp-tumor- infection) 
Types of rash 
Neonatal surgical emergency, emergency in infancy 

> Vomiting + colics + bleeding per rectum + sausage-shaped mass = 
intussusception 

> Scaphoid abdomen + respiratory distress = diaphragmatic hernia 

> Biliary vomitus = intestinal obstruction 

> Non-bilious vomitus after 2 weeks of life + f.T.T = congenital hypertrophic 
pyloric stenosis 
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CLINICAL PEDIATRICS 




Chest x-rays 






In every comm ent d on "t_f orget_3p_ &3C 








l-Lobar collapse: 






-Homogenous opacity occupying the ... lobe with concave lower border. 
-The mediastinum is shifted to the same side. 

-May be accompanied by compensatory emphysema ( hypertranslucent , 
,hyperinflated , herniating to the other side). 






2-Total lung collapse: 






-Homogenous opacity occupying the ... hemithorax. 

-The mediastinum (heart & trachea) is shifted to the same side. 

-May be accompanied by compensatory emphysema 

look for : endotracheal tube (good or faulty intubation). 






3-Lobar pneumonia: 






-Heterogenous opacity occupying the ... lobe(zone) with straight border. 
-Mediastinum is centralized. 






4-Pneumonia: 






-Heterogenous opacity occupying the ... lung. 
-Mediastinum is centralized. 






5-Pneumonia with pneumatoceles: 






-Heterogenous opacity occupying the ... lobe(s) 

-intermingeled with hyperlucent multiple cystic shadows of pneumatoceles. 

-most probably caused by : staph. , klebsiella. 

-mediastinum is in place. 






6-Moderate effusion: 






-Homogenous opacity occupying the ... costophrenic angle with fluid level rising to 

Axilla. 

-The mediastinum shifted to the opposite side. 

look for : chest tube. 






7-Hydrop-pneumothorax : 






-Homogenous opacity occupying the lower ... of the lung field causing obliteration 

of costophrenic angle with horizontal fluid level. 

-Hyperlucent jetblack opacity of upper ... of lung. 

-The lung of the same side is collapsed & shifted medially. 

-The mediastinum is shifted to the opposite side. 

look for : chest tube (usually found). 
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CLINICAL PEDIATRICS 


8-Massive pleural effusion : 






-Homogenous opacity occupy the ... hemithorax causing obliteration of the angle. 
-Mediastinum is shifted to the opposite side. 
— look for : chest tube. 






g-Lung abcess : 






-Rounded homogenous opacity occupying the ... lobe(zone) with horizontal upper 
level (air fluid level) , above it : 

-area of hypertranslucency & devoid of bronchovascular markings. 
-The mediastinum usually found in place, 
-costophrenic angle usually free. 






io-Congenital diaphragmatic hernia : 






A) -The left hemi thorax filled with multiple hyper lucent cystic shadows 

Simulating pneumatoceles. 
-Together with multiple heterogeneous radio-opaque shadows simulating 

pneumonia. 
-However , mediastinum is markedy shifted to right side. 

B) -Radio-contrast study of upper & lower GIT (barium enema & meal) showing 






Loops of intestine in the right hemi thorax. 






ii-Pneumothorax (right): 






-Hyper lucent jet black area occupying the right hemi thorax, pushing the lung 
medially causing compression collapse. 
-Absent bronchovascular markings, 
-mediastinum is shifted to the opposite side. 

-Left lung is opaque due to primary pathology or shifted mediastinum. 
-Right copula (liver) of diaphragm is shifted downwards. 
If left do not comment on liver. 






12-Localized obstructive emphysema: 






- Hyperlucent area occupying the ... hemi thorax , the lung may herniate to the 

opposite side. 
-Preserved bronchovascular markings. 
-Mediastinum is shifted to the opposite side. 
-Right copula of diaphragm may be shifted downwards. 
-Transverse ribs. 






13-Surgical emphysema: 






- Bilateral subcutaneous hyper lucent shadow due to air rapped between skin and 
thoracic cage. 
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CLINICAL PEDIATRICS 



Cardiac X-ray 



G en eraMt ems:_ 3 p_ &3C 



Plain chest and heart x-ray. 

Posteroanterior veiw. 

Position of patient. 

C/T ratio "v imp" 

Costophrenic angle (free). 

Cardiac position: normal or dextrocardia 



Specjajjtemsi 

1) Marked. increase in the C/TratjoX75-85%};.^Huge.caTdjomegaJy" 
a) Flask shaped: 

-Huge cardiomegaly. 

-Stenciled borders, almost symmetrical on both sides. 

-Wide cardiac base. 

-Pericardial effusion. 

b)Globular shape: 

-Huge cardiomegaly. 

-multiple chamber enlargement with no specific pattern. 
-Cardiophrenic angle is acute "uplifted apex" denoting right ventricular 
hypertrophy. 

-Pulmonary vasculature slightly increased. 

-D.D. : Rhumatic heart, Congenital heart disease, Cardiomyopathy, 
pericardial effusion. 

.?).Moderate.cardjojrnegaJy.£6s:7p 
Which chamber is enlarged: 

-Right atrium: bulging right cardiac border and increased vasculature. 
-Right ventricle: acute cardiophrenic angle "uplifted apex". 

bulging left cardiac border. 
-Left atrium: obliteration of waist. 
-Left ventricle: obtuse cardiopgrenic angle 

bulging lef cardiac border and downwards. 

Prominent pulmonary conus: 

-Must be associated with obliteration of waist (LA) 
-Suggestive of pulmonary hypertension. 

-May be associated with increased vascularity to upper lobe (pulmonary 
congestion). 

Comment on lung field and pulmonary vasculature: 

-Hilar congestion. 

-Heterogenous radio opaque shadow of consolidation. 
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CLINICAL PEDIATRICS 



3) MU.d .or no cardj.pmegaJy;.A\speciaJ. shapes" 
ajCaur-en :.saboau : 

-Apical uplift (RV), acute angle 

-bulging right border 

-exagerated waist (over-ridding aorta and pulmonary stenosis). 

-Diminished BVMs. 

-Nocardiomegaly. 

-Diagnosis: Fallot tetralogy. 



b) Egg-shaped: 

■Right atrial enlargement 

-Right ventricle enlargement 

■Narrow cardiac pedicle, due to anterior displacment of great vessels. 
■Increased BVMs and may have pneumonic consolidation. 
■Diagnosis: TGA. 

4) Others: 

a) .(so ! at ed . d extra ca r.d.i [a ; 

-Abnormal position of the heart, mainlytothe right side. 

-Right border which is made mainly of RA is to the left. 

-Left border which is made mainly of LV is to the right. 

-C/T ratio is about 55% due to associated anomaly. 

-Liver shadow and gastric bubble normal in place. 

----If situs inversus totalis: Liver shadow is to the right and gastric air bubble is to the 

left. 

.W.Pneymopericardjum: 

-Bilateral white lung ( RDS, extensive pneumonia). 

-Hypertranslucency surrounding the heart from all borders and surfaces. 

— Look for: 

-Thin rim of hypertranslucency seen at the apex of the left lung (due to RDS) pushing 

the lung down and medially Pneumothrax. 

-Endotracheal tube. 
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CLINICAL PEDIATRICS 



Abdominal X-rays 



i :WJ t h contrast 4_me a] _o r_e ne ma); 

Intussusceptions: 

-Radio-contrast study of lower GIT (barium or gastrografin) showing sudden arrest 
of the dye in the (transverse , descending) colon with : 

-- coil spring appearance or: 

-- cupping (claw sign) 
Between intessusceptum & intessuscepient. 



2:PJajjiiwithpyt_cp_ntra_sti 

.AJ_Duodenal_Artesj_a: 

-Double bubble appearance in upper GIT with horizontal air flu id level. 

-Erect position 

-Lower part of GIT is gasless. 

-One bubble for stomach & the other for duodenum. 

. B) .Intestinal obstruction: 

-Multiple horizontal airfluid levels in upper GIT. 
-Marked distention if intestinal loops in upper GIT. 
-Gasless lower abdomen. 
look for: rectal tube. 

. Q Pneymoperitonjum; 

-Free air in the peritoneal cavity: above liver , between it & diaphragm , along the 

flanks. 

-Abdominal viscera (liver, stomach, intestinal loops) are pushed central. 

-The abdomen is clearly distended. 
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jstool Analysis! 



Watery 

A. 



NL "Formed" 



Viral infection 


Giardiasis. 


Chpjrea 


Or Bacteria 


Giardia 


111111 


j-Laja 'I'^l'^ . i "1 ? ^Q a a. 


lamblia 


Epigastric 


-No pus- blood 


cysts in 


Pain& 


-No mucous 


stool 


Vomiting 


-No parasite 






"Complication: 


*Symtoms: 




-Dehydration 
*Cause: 


-Dehydration 






- Rota virus 


-Deep rapid 
Respiration 
*ttt: 






Metroniadazole 




250 mg/Kg/d 






For 10 days 





Anklystoma 

*Syrnptpms: Abdo pain, 
malnutrition, Diarrhea 
*ttt: Mebendazole 

Albendazole 
lOOmg/kg twice/day for 3 
days 



1 

Loose "Soft" 



-Pus cells ▼ 
-RBC's I . 

• Bacterial infection 

• Cause: Salmonella, Shigella 

& Cambylobacter 

I 
_BaciMary_Dysentery 

*Cpmp; Fever, Abdo Pain, 

Tenesmus, Diarrhea 

*ttt: Cortimoxazol 



Ascaris 



*ttt: Niclosamide 



Bilharziasis 

*Cqmp: HSM & 

Liver cirrhosis 
*ttt: Praziquantel 

Single dose 
60 mg/kg 



Normal Stool Analysis 



Color: Brown 
Consistency: Well formed 
Pus cells: 1-2 /HPF 
RBC's: 1-2 /HPF 
Parasite: No 
Ova: No 
PH: Alkaline 
Mucous: No 
Vegetable cells: +/- 
Fat cells: - 
Yeast: +/- 



Amoeba 1-^ jS 

-Mucous f 
-Pus t 

I 

Amoeba 

Extra GIT Metastasis 

Ampebaisjs 

Cramping abdominal pain 

Tenesmus 

Diarrhea 

*ttt: Metroniadazole 



Oxyuris 

"Enterobuis 

Vermicularis" 

*Peri-anal itching 
*ttt: Mebendazole 
All members of family 
At the same time 
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Normal Urine Analysis 



Color: Yellow 

Aspect: Clear 

Specific Gravity: 1020-1030 

Volume: Variable 

Glucose: Nil 

Ketones: Nil 

Crystals: +/- 

Pus cells: <5/HPF 

RBC's: <5/HPF 

Proteins: Nil 

PH: Acidic 5.5 

Bilirubin: Nil 

Casts: Nil 

Urobilinogen: Traces 



Parasite -> 
Entrobius 



f HB -> Acute 
Hemolytic crisis 
"G6PD" 



|urine Analysis! 



T 



Pus cells, WBC's, WBC's casts 
-> Nephritis & Pyelonephritis 



Glucose 



.P.M. 

*C/P.:. 

-Polyurea 
-Polydypsea 
-Loss of weight 

?ttt: 

-S.C insulin 



Glucose 
Ketones 



P.:.K ; A 

*C/P:. 

-Dehydration 
-Coma 
-Rapid Breath 

*ttt: 

-I.V fluid Saline 
-I.V Insulin 



tt 



Proteins 



Nephrotic 
Syndrome 

*.C/P: 

-Edema 



!.t.tt: 

Prednisone 

*Cpmp: 

Infections 

"Causes: 

-MCNS 

-SLE 

-HSP 



t WBCcast 
RBC's cast 
Prote ns 



T 

Nephritis 

"Causes: 

-Post- 
streptococcal 
GN 

*Cpmp: 

-Heart Failure 
-HTN 

Encephalo- 
pathy 

*ttt: 

-Supportive 
-Penicillin 

*C.T: 

-Urine Culture 



' Pus cells 
"Pyoria" 
+/- RBC's 

"Hematuria" 

I 
y.ri.na.r.Y..T.ract 

Infection 

"UTI" "Cystitis" 



*t.tt: 

-Antibiotics 
according to 
culture & 
sensitivity 

*C.T: 

-Urine Culture 



t 

| Bilirubin 
I "Direct" 

1 

Cholestasi. 

s 

Or Viral 

Hepatitis 

*C.T: 
- Total 
serum p^tn 
& Albumins 
-CBC: 
Total & 
Direct 
Bilirubin 
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